The tendency for sibs affected by non-syndromal neural tube defect (NTD) to have the same type of lesion was assessed retrospectively in a series of 66 affected sibships from the west of Scotland. Different Not every series has shown concordance between affected sibs for the level of NTD. In an epidemiological study of NTD in Newfoundland, four out of 11 sib pairs were discordant for the level of lesion,4 and in a series of 38 sibships from south-east England, seven were discordant.5 In view of these conflicting results, we studied affected sibs from the west of Scotland to determine whether there was concordance for the type of NTD.
The tendency for sibs affected by non-syndromal neural tube defect (NTD) to have the same type of lesion was assessed retrospectively in a series of 66 affected sibships from the west of Scotland. Different schemes were used to classify the lesions: in the simplest classification into either anencephaly (including anencephaly-spina bifida) or spina bifida there was a tendency for spina bifida to breed true. More detailed description of the NTD in 48 sibships permitted classification according to location on the neuraxis; in this scheme sibs had dissimilar lesions. In 48 sets of affected sibs the lesions were separable into high NTD, which had involvement above vertebral level T12, and low NTD, which did not extend above T12. Low lesions comprised a minority of the total and each one occurred in a sibship with a high lesion. These results do not 
CLASSIFYING LESIONS ACCORDING TO THEIR LOCATION
In 48 sibships detailed in the appendix, the lesions were classified according to their location. A graphical representation is presented in fig 1 where the first born affected (n = 48) have been separated from secondary cases (n = 54). If the second born had the same lesion as the first born, then similar numbers would be expected in each class, but this was not observed. In fig 2 , the overall proportions of the different types of NTD in the familial cases is seen to be similar to the proportions of each type in the sporadically occurring series. The male to female ratio was less than one in each category in fig 1, except in cases with a solitary lesion below T12, where a male preponderance was observed in both the familial (9M:6F) and sporadic series (20M: 16F).
CLASSIFYING THE NTD INTO HIGH AND LOW LESIONS
The ratios of high:low lesions were similar in the familial (87:15) and sporadic series (161:36) and the numbers of discordant (high-low) and concordant sibships were a good fit with those expected, given the frequencies of high and low lesions in the sporadic series (X2= 3.53, p > 0-3).
In the series (familial and sporadic) and in the series of Seller,5 there was an overall excess of high lesions (about 85%) and given this excess it is not surprising that we more frequently observed concordance between affected sibs for high NTD.
Our failure to confirm concordance in affected sibs for the level of NTD after classification of the lesion as high or low might be related to the mode of case ascertainment. The North American studies which showed concordance did not attempt complete ascertainment within a defined population, had no connection with a systematic prenatal screening programme, and had a preponderance of liveborn cases ascertained through spina bifida clinics. Not surprisingly, these cases mostly had low NTD. In contrast, the study from Newfoundland which reported discordant sibships was based on a larger epidemiological study of live and stillborn infants with NTD. Our study group was also less biased, being taken from a population based NTD register which was closely related to a prenatal screening programme for NTD. Thus, as mentioned above, we found a higher proportion of high NTD (85%), comparable to the proportion (87%) present in the study of Seller5 from south-east England, which was also associated with a prenatal diagnosis programme. It is also interesting that we confirmed Seller's unexpected observation of a male preponderance in low spina bifida, which had prompted her to suggest that differing susceptibilities of male and female embryos to upper and lower NTD might be related to differences in their rate of early embryonic development.6 In previous UK data, there has been a tendency for sibs to have the same sort of NTD when cases are simply classified as either anencephaly or spina bifida.' North American data are conflicting on this point. A summary of published data in 1980 showed no tendency for anencephaly and spina bifida to breed true,79 but more recent studies have shown a slight trend.238 In our data there was a tendency for spina bifida to breed true although no such tendency existed for anencephaly.
An important practical issue is the suggestion, based on British Columbian data, that upper spina bifida has a higher recurrence risk (7 8%) 
